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This study was designed to assess the vulnerability status of school children, the public health response
to their care and support while at the same time offers strategic suggestions for improved school health
programmes.
The research followed a descriptive mixed method cross-sectional design. The VC were recruited
through a multistage sampling technique from two local government areas of Osun State, Nigeria.
Data on vulnerability of school children were collected using vulnerability index (VI) while key informant
interview gave the public health nurses the opportunity to share their experiences on public health
services for school children. The data from the key informant interview were analysed by summarising
key findings in theme while data collected from VC were analysed through descriptive and inferential
statistics at 0.05 level of significance using SPSS version 16.
A total number of 2484 school children were assessed. The mean age was 13 + 1.6 years. The result
shows that 5.7% (n = 142) were not vulnerable, 68.0% (n = 1681) were vulnerable, 22.7% (n = 563) were
more vulnerable while 3.6% (n = 90) were mostly vulnerable. The result established that a lot of children
in public schools were vulnerable and there was shortage of public health manpower and services in
place to meet their needs.
The study revealed the needs of VC across the vulnerability indices. There is need for a viable school
health programme for early identification of school children for prompt care and support.
 2016 Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license (http://
creativecommons.org/licenses/by-nc-nd/4.0/).1. Background
Vulnerability in the health care system is a concept that con-
notes ‘‘susceptibility to a particular health problem”. The term
refers to those people who are regarded as being unable to cope
with problems that impact negatively on their lives
(Mohlakwana, 2013). This problem could be such that affect the
different aspects of an individual’s life – which may be physical,
psychological, social, spiritual or developmental in nature. Litera-
ture has also shown that anyone can be vulnerable at any given
point in time as a result of life circumstances or response to illness
or events (Chesnay, 2008). This is because vulnerability is dynamic
and relates to all entities even the universe (Michaels & Moffett,
2008). However, some groups of the population have been found
to be more vulnerable and thus have worse health outcomes thanthe rest of the population (Sebastian, 2008). One of such groups is
the children population.
Vulnerability among children could result from a number of
potential often-overlapping factors, of which the loss of a parent
through death or desertion is important. Additional factors increas-
ing vulnerability include severe chronic illness of a parent or care
giver, poverty, hunger, lack of access to services e.g. education
and health, inadequate clothing or shelter, deficient caretakers;
and factors specific to the child including disability, emotional
problems, substance use, direct experience of physical or sexual
violence, or severe chronic illness.
Vulnerability could be viewed from individual level in which
the individual child is viewed within a system context, and inter-
vention is directed at the individual based on assessed needs
(Chesnay, 2008). In another way, it could be viewed as an aggre-
gate issue where collections of individuals are grouped together
based on common health problems and intervention provided to
them collectively (Chesnay, 2008). Whichever way it is viewed, it
is important for public health nurses to have the necessary capac-
ity to care for both the individual and groups. However, public
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group because epidemiological patterns can be detected in groups
and appropriate interventions developed that provide better qual-
ity health care to more people (Chesnay, 2008).
Anecdotal evidence in Nigeria shows that the phenomenon of
vulnerability has received extensive attention among the out-of-
school youths due to civil society response and donor agencies
support but no work had been done to explore vulnerability among
in-school children for necessary intervention. This creates a knowl-
edge gap which must be addressed to avert the consequences of
unaddressed vulnerability which may impact on the children’s
health, academic performance and future development. Early vul-
nerability assessment and intervention can help keep the children
in school and reduce the number of out-of-school children.
The focus of response in this study is the school because it is the
second home of children. They spend more time in the school than
other places, and it is therefore an ideal place to support children
who are vulnerable to promote their well-being, academic success,
and lifelong achievement. Public health nursing in schools is pos-
ited to have a significant influence on health and education of
school age population (Dalgreen & Whitehead, 2006;
MacDougall, 2004; Michell, Laforet-Flisser, & Camiletti, 2009;
Trim, 2011; Falk-Rafael, Fox, & Bewick, 2001).
In Nigeria, school health services are provided by the local gov-
ernment. It is among the primary health care services and they are
one of the tasks of public health nurses. Due to reasons such as lack
of personnel and heavy workload, these services are limited to
health education, screening and management of minor ailments
in many of the facilities. Not enough importance is given to ser-
vices that protect or improve psychosocial health. Although school
health nurses have a great deal of responsibility for health protec-
tion and improvement, nurses are not employed in public sec-
ondary schools in Nigeria except for colleges, universities and
private schools. Therefore, public health nurses function as school
nurses and offer these services as part of primary health care.
Given the current attention to vulnerable children in the school
setting in Nigeria, there is need for a comprehensive response
among different stakeholders to meet the physical and psychoso-
cial needs of the children. Failure to do this may result into a
short-term effect on their physical and psychosocial health which
includes poor health, poor school attendance, and psychosocial dis-
tress. Long term consequences may be dropping out of school,
chronic trauma, mental breakdown, risk behaviour (sexual and
substance use,) family disintegration and social isolation. These
can have national consequences which may include increase
demand for health and social services, loss of human capital invest-
ment, political and social instability.
In assessing the school health services in the study settings, a
comparison of available services was made with a recommended
coordinated school health programmes posited by the Centre for
Disease Control Prevention (CDC, 2013). The CDC described the
coordinated school health programme as a strategy and standard
for improving students’ health and learning in nations’ schools. A
standard coordinated school health programme can be helpful in
addressing vulnerability among the school-age children. This is
because it provides holistic approach to care for all school children.
A standard coordinated school health programmes consists of eight
components which are health education, physical education,
health services, nutrition services, counselling, psychological and
social services, healthy and safe environment, and health promo-
tion for school staff.
Researchers and authors define vulnerable populations in their
own way and there are different categories of vulnerable popula-
tions. For the purpose of this paper, a vulnerable child is a school
child who because of circumstances of birth or immediate environ-
ment, is prone to deprivation of basic needs related to health,nutrition, education, protection, psychosocial, shelter and eco-
nomic support and thus disadvantaged relative to his or her peers
and are currently in public schools. Also, vulnerability is conceptu-
alised as being susceptible to problems relating to health, educa-
tion, nutrition, psychosocial, protection and the economy of
children’s household.
The purpose of this study was to assess the vulnerability status
of school children, reviewed existing school health programmes
(service provision) vis-a-vis the standard coordinated school health
programme, underscore the gaps in school health programme and
provide a strategic guidance to facilitate comprehensive coordi-
nated school health programme.2. Materials and methods
2.1. Research design
A descriptive mixed method cross-sectional design was adopted
in the assessment of vulnerability of school children and existing
school health programmes. While the quantitative method was
used in collecting data from the children, a qualitative method
(key informant interview) was used to collect data from the public
health nurses. This study reports the gaps in school health services
as barriers to meeting the comprehensive needs of vulnerable
school children.
2.2. Population and sampling
The population includes junior secondary school children in
two selected local government areas of Osun State, in Nigeria. A
multistage sampling was used to select the respondents. First, a
senatorial district (Osun East) was selected from the three senato-
rial districts in Osun State by simple random sampling. Then, two
local government areas (LGAs); Ilesa-East and Ife-Central were
purposively selected from a total list of 10 LGAs in the selected
senatorial district because of the presence of school health pro-
grammes in these LGAs. In each of the LGAs, six schools were then
selected each from a total of 16 and 17 schools respectively using
simple random sampling technique by balloting (balloting is a pro-
cedure of selection that gives all the schools the chance to be
selected. The names of the schools were written in a sheet of paper
and make into a round ball. The papers were mixed together and
the researchers picked six schools at random). Thus a total of 12
schools participated in the study which constituted 30% of the total
number of 33 public junior secondary schools in the two LGAs. All
the students in the junior secondary schools selected were the
target population.
2.3. Instrument and data collection
A seven item vulnerability index (VI) questionnaire was used to
collect vulnerability data on the school children. The vulnerability
index is a simple assessment tool developed by the Federal
Ministry of Women Affairs and Social Development (FMWA&SD)
(2008)—a government body in charge of children and women
affairs in Nigeria. It is a resource used to determine children most
in need of support based on six verifiable criteria which are health,
education, shelter, protection, nutrition, and economic support.
The index was revised following a pilot study by the authors to
adapt it to school setting and an additional index was added on
psychosocial health. Each index was scored on a scale of 0–4 or
0–3 and a total score of 24 was obtainable. The higher the scores
of the children on the vulnerability index, the more the need for
care and support. Children were categorised into three groups
based on this tool: most vulnerable (16–24), more vulnerable
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assessed through face and content validity. The reliability was
obtained through test–retest method with alpha correlation of
0.76. The vulnerability index was translated to local language to
facilitate the children understanding of the concepts of the study
and to be sure that they provides appropriate answer to each ques-
tion raised.
Ten PHC facilities were assessed from the two LGAs to know
whether they offer standard coordinated school health facilities.
For the interview, the head nurse from each PHC facility was inter-
viewed. Thus, ten public health nurses participated in the inter-
view. An interview guide consisting of five open ended questions
was used with the public health nurses to obtain information on
school health services being implemented by each PHC. The five
open ended questionnaire was determined through a pilot inter-
view with public health nurses on the school health programmes
in similar settings. The pilot interview was used to explore issues
and challenges of school health programmes in meeting needs of
the children, and to assess the clarity of some of the questions that
the researcher already highlighted. After the pilot review, key
issues that emerge from the discussion were used for the key infor-
mant interview.
Data were collected between March and July 2013 by the
researchers and the trained research assistants.
2.4. Data analysis
Analysis of vulnerability data was done using descriptive and
inferential statistics (X2 and correlation) at 0.05 level of signifi-
cance through Statistical Package for Social Sciences (SPSS) version
16. Interview questions for the public health nurses were analysed
based on finding patterns and commonalities within the respon-
dents’ experiences as suggested by Patton (2002). Open coding of
the collected information was done whereby codes were clustered
according to common themes and subcategories. The validity of
the data collected from the nurses was also upheld by asking the
participants to verify the data themselves vis-a-vis the issues
raised during discussion, which also contributed to the credibility
of the results.
2.5. Ethical consideration
Ethical approval for the work was obtained from Institutional
Review Board (IRB) of the Obafemi Awolowo University Teaching
Hospital. For the school children, permission was obtained from
the Local Inspector of Education (LIE) to conduct the study in
schools. A meeting was arranged between the researcher and the
LIE to discuss the detail of the research protocols and to ascertain
that the research will not cause any physical or emotional harm to
the children. Thereafter, in each of the school selected, a meeting
was arranged to introduce the researcher and the assistants to
the children, to explain the purpose and nature of the study to
them, and to obtain permission from each of the children for inclu-
sion in the study. The children were also given a form to their
various homes for their parent consent. To facilitate the under-
standing of the parents and the children on the research study,
all research instruments were transcribed to local language. A
follow-up phone calls were also made to the parents to confirm
their approval for their wards to participate in the study and to
get other information as related to the study (e.g. their educational
level and who they are to the child). The form was also counter-
signed by their teachers as a witness and also the student. Only
students who gave assent and submitted consent form from their
parent/guardian were allowed to participate in the study. For
example, out of the 3036 accessible population, only 2484 stu-
dents, returned their forms and gave assent to participate.Confidentiality of the children’s identity and the data obtained
was also guaranteed. Prior to the conduct of the research, 2–3
teachers were nominated from each school by the principals based
on the directive of the Local Inspector of Education to assist on any
problem that may ensue during data collection and to protect the
children as much as possible. The selection of the teacher also
includes a counsellor to respond to any emotional issues that
may ensue during the collection of data. For the nurses, their
informed consent was taken before the collection of data using
approved IRB consent form. Study participants were also informed
of their right to withdraw from the study at any time without
penalty.3. Results
3.1. Socio-demographic characteristics
A total of 2484 children participated in the assessment and
there were more females than males. The mean age of respondents
was 13 ± 1.6. The age range was 9–20. A greater percentage of the
children were males and most of them were not living with their
siblings. Majority of the key parents/guardians (breadwinner of
the household) of the children acquired secondary education while
larger percentage of the parents were petty traders (people who
trade on a small scale or sell small inexpensive items just for daily
living). The paternal orphans in the study were more than the
maternal and double orphans (these are children who have lost
both parents). Most of the children were living in a poor household
while a notable proportion of the children were already labourers.
Other details of the socio-demographic profile of the children are
as stated in Table 1.
3.2. Vulnerability of the school children
Table 2 shows the vulnerability status of the school children
across the vulnerability indices. The summary of the result shows
that 5.7% (n = 142) were not vulnerable, 68.0% (n = 1681) were vul-
nerable, 22.7% (n = 563) were more vulnerable while 3.6% (n = 90)
of the children were mostly vulnerable on issues surrounding their
health, education, shelter, psychosocial support, protection, nutri-
tion and economic level of households where they resided (Fig. 1).
3.3. Children characteristics associated with vulnerability
This study explored some of the socio-demographic characteris-
tics of the VC such as age, gender, educational status of parents/
guardians and their occupation, orphanhood, disability, living in
child headed household and socioeconomic status of household
in relation to vulnerability.
The findings showed that the females were more vulnerable
than their male counterpart (X2 = 64.34,df = 3,p = 0.000). Also, chil-
dren of parents with no formal education and primary education
were found to be more and most vulnerable than children of those
with secondary and tertiary education (X2 = 79.70,df = 9,p = 0.000).
The occupation of parent/guardian also had a significant link to
vulnerability (X2 = 71.64,df = 15,p = 0.000). Children of the unem-
ployed were most vulnerable, followed by the artisans and then
petty traders.
This study also found that double orphans (children who have
lost both parents) were more vulnerable than other orphans and
vulnerable children (X2 = 35.51,df = 9,p = 0.000). Other factors
found to be related to vulnerability included child labour
(X2 = 16.45,df = 3,p = 0.001), disability (X2 = 20.12,df = 3,
p = 0.000), poverty (X2 = 111.59,df = 3,p = 0.000) and living in child
headed household (X2 = 15.16,df = 3,p = 0.000). Even though, there
Table 1
Socio-demographic characteristics of the school children.
Variables Frequency
(N = 2484)
Percentage
Age: mean = 13.2 ± 1.6, range = 9.0–20.0 (yrs)
Sex
Male 1404 56.5
Female 1080 43.5
Grade
JSS 1 906 36.5
JSS 2 836 33.7
JSS 3 742 3.0
Religion
Christianity 2046 82.4
Islam 417 16.8
None 5 0.2
Others 16 0.4
No response 5 0.2
Living with siblings
Yes 926 37.3
No 1536 61.9
No response 220 8.9
Educational level of key parent (breadwinner of the family)/guardian
No formal education 124 5.0
Primary education 379 15.3
Secondary education 1241 50.0
Tertiary education 714 28.7
No response 26 1.0
Occupation of key parents
Junior government worker 314 12.6
Senior government worker 227 9.1
Petty trader 1145 46.1
Unemployed 163 6.6
Retirees 129 5.2
Artisans 491 19.9
Vulnerability riska
Maternal orphan 179 7.0
Paternal orphan 294 11.8
Double orphan 85 3.4
Child is a labourer 731 29.4
Child is living with disability 153 6.2
Child is living in poor household 1155 46.5
Child is living alone with
grandparents
241 9.7
Child is living in child headed house 294 11.8
a There are multiple responses here. For example a child can be an orphan and at
the same time live in a child headed household.
Table 2
Proportions of school children across the vulnerability indices.
Vulnerability indices Frequency
(n = 2484)
Percentage
Health
Child has no health concern 815 32.8
Child occasionally fall sick 1009 40.6
Child is frequently very sick with access to care 285 11.5
Child is frequently very sick without access to
health services
335 13.5
Child is living with chronic health problems 40 1.6
Education
Child has no educational concern 1639 66.0
Occasional unexplained absences from school 692 27.9
Frequent unexplained absence from school 105 4.2
Child verbalize intention to stop coming to
school
48 1.9
Shelter
No shelter and care concern 1198 48.2
Child lives in overcrowded homes 820 33.0
Child lives in dilapidated or poor shelter 418 16.8
No shelter at all (living on the street, churches,
mosques etc)
48 1.9
Protection
No protection concern 1281 51.6
Child is at risk of abuse 697 28.1
Child is currently experiencing one form of
abuse or exploitation (physical, emotional,
sexual, neglect)
298 12.0
Child is seriously being abused and require
social/legal protection
206 8.2
Nutrition
No nutrition concern (3 meals considered to be
adequate by the child)
1402 56.4
Child eat 2 meals/day 526 21.2
Child hardly eat 1 meal/day 122 4.9
Child has nothing to eat most of the days 150 6.0
Household food insecurity 284 11.4
Psychosocial
Child never feel worried or sad 897 36.1
Child rarely feel worry and sad 656 26.4
Child often feel worry and sad 538 21.7
Child is always anxious and depressed 292 11.8
Child has suicidal ideation 101 4.1
Economic level of household
No economic concern in child’s household 587 23.6
Child is a sole source of household income 822 33.1
Child household is living between poverty line
with income generating skills
879 35.4
Child household is living below poverty level
with no income generating skills
196 7.9
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was statistically significant (r = 0.12,p = 0.000). This shows that
the level of vulnerability slightly increase with age.3.4. Existing programmes supporting vulnerable children in school
Through interview conducted with ten public health nurses
who were the head of ten selected primary health care centres,
the authors were able to assess the existing school health pro-
grammes for school children.
The school health programme in the study setting is being
implemented under the primary health care facilities at the local
government level and teaching hospital level. In the two selected
local government areas facilities, school visiting for health pro-
grammes was not structured, but occurs only when there is order
from the government to implement one programme or another.
Examples of such programmes included awareness campaign on
a locally endemic disease, vaccine programme and HIV/AIDS pre-
vention programme.
One of the primary health care arms of the teaching hospitals
has a school health unit and the public health nurses visit different
schools every day except on public holidays. The other arm of theteaching hospital in the second LGA reported doing the same in the
previous years except in the last two years where shortage of staff
has prevented them from implementing the programme everyday
of the week.
In all, out of the ten PHCs facilities assessed, only twoof themhad
functional school health programmes. The focus of these two were
majorly treatment of minor ailments, health education with focus
on hygiene, healthy health habits and nutritional tips cum evalua-
tion of the school meal and referral of children who have compli-
cated health problems to PHCs facilities for prompt management.
Others implement school health programme once in a while. None
of the facilities was operating a full standard coordinated school
health programmes even though they were aware of it (Table 3).
3.5. Gaps in school health programme for supporting vulnerable school
children
Even though school health programme is one of the activities of
the primary health care facilities, it was observed that there is less
Fig. 1. Vulnerability level of respondents.
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service delivery at the facilities rather than school-based health
programmes. The result of the focused interview with the heads
of nursing in all the PHC showed that:
 School health programme services were not comprehensive
(Table 3) to meet the level of vulnerability found in the schools
(Fig. 1).
 There was no operational framework on what should be done at
what time and how this should be done.
o The researchers further explored what an operational
framework should look like from each of the nurses inter-
viewed. The summary of their responses are as synthesized
in Fig. 2.
 School health services were mostly limited to health education,
health services and nutrition.
 Psychosocial care and support was deficient across all the PHCs
and there is evidence of lack of knowledge and skills to offer
such care. For example, one of the nurses gave response like:‘‘Um. What are we talking about! I cannot remember anytime that
I or others had on-the-job training on the care and support of vul-
nerable school children. Even though we know it should be part of
the school health programme, we do not have the capacity to do it.”Table 3
School health services provided by selected PHCs versus standard coordinated services.
Facilities Health
education
Physical
education
Health
services
Nutrition (food
hygiene and
preparation
Coun
psych
supp
Ilesa East
Anaye +  +  
Irojo +  +  
Ijamo +  +  
Oke-Iro +  +  
Multipurposea +  + + 
Ife Central
Enuwa +  +  
Igboya + +  
Akarabata +  +  
Ggbalefefe +  +  
Eleyelea +  + + 
+ = presence of services;  = absence of services.
a Primary health care arms of the teaching hospital.Another nurse stated that:
‘‘It is obvious that there are challenges of supporting the increasing
number of orphans and vulnerable children from HIV/AIDS, road
traffic accident, poverty and other causes, to mention but a few,
there has been no training for us to meet these challenges at
primary health care level.” There was a conflict of roles between nurses and other
community-based health workers who do not have high educa-
tional preparation like the nurses. For instance, while the public
health nurses felt that nurses should be fully in charge of the
school health programme in all PHCs, the programme was put
in care of community health extension workers (CHEWs) in
one of the PHCs. For example one of the public health nurses
stated (name withheld).‘‘It appears the government does not have knowledge of what
school health programme entails. Since a CHEW was appointed
as the focal person, I have not seen anything tangible that we have
achieved. There is no active programme in the LGA in the school, no
work plan, no meeting, no activities. We cannot achieve much in
this area until the people at the helm of affairs are properly edu-
cated on what school health programme is all about. Honestly, I feel
so frustrated because I know we have many issues unattended to in
the area of school health.”
Another nurse in one of the primary health care arms of the
teaching hospital stated
‘‘Public health nurses are not supposed to be sitting in the hospital
to offer services. By what we learnt in school, we are suppose to
work within the community. To me it seems the management is
not interested in community activities and probably it is not one
of the priorities of the incumbent management. In the past, school
health is a very active part of our programmes. But now, resources
are not being supplied, public health nurses are not employed. We
are so short staffed that it was virtually difficult for us to go out into
community for health services including the school. Also, there has
been no training to meet the challenges coming up in relation to the
health care of school children.”3.6. Extreme manpower shortage
The government needs to realise the enormosity of public
health programmes and the need to have more experts on ground.
In both LGAs nurses and medical doctors are short staffed. For
example in one of the LGA, there were six nurses and one medicalselling
ological and social
ort
Healthy and safe
environment
Health
promotion for
staff
Family/community
involvement
  
  
  
  
+  
  
  
  
  
+  
Fig. 2. Operational framework for effective comprehensive school health framework.
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of public health programmes to be implemented and school health
is just one out of many.4. Discussion
Explaining vulnerability among children is a bit technical
because there are range of possible positions about the extent to
which children are conceptualized as vulnerable, merely by virtue
of being children (Daniel, 2010) or by loss of parents and signifi-
cant others but on the prevailing circumstances around the child.
This study provides a wider view of some of these prevailing
circumstances and how they influence a child’s vulnerability.
Reviewing the socio-demographic profile of the children can
also provide a basis for understanding some of the findings of this
study. The mean age of the school children in this study corre-
sponded with the expected age for their classes in the Nigerian
educational system Most of the key parents in this study were
petty traders and artisans. This supported the findings of Opara,
Ikpeme, and Ekanem (2010) that the public schools are mostly
attended by the children of low class people. Majority of the chil-
dren were living in poor household while some were already
labourers to support their families. This was in support of previoussubmission that poverty is a major challenge for this population
(Mohlakwana, 2013) and becoming bread winner early in life
may compromise their schooling and thus the cycle of poverty con-
tinues. The result revealed that the highest proportion of orphans
in the study were paternal orphans. This corroborated the findings
of Tagurum et al. (2015) in the North-Central part of Nigeria where
most of the orphans in their study were paternal orphans but was
at variance with Miller, Sawyer, and Rowe (2011) findings where
most of orphans in their study were double orphans. Losing either
or both of the parents early in life is not a palatable experience
most especially when the breadwinner of the family is affected.
Parent’s death can have long term effects on child’s health and later
success. Such effects could mean that the children drop out of
school early in order to work thus contributing to lower educa-
tional achievement, early marriage and smaller income in later
year (Shenk & Scelza, 2012).
The prevalence of separation of vulnerable children from their
siblings found in this study was comparable to what was reported
in previous countries like Zambia and Congo-Brazzaville where
about 63% and 56% of vulnerable children were separated from
their siblings. Studies have shown that children deprived of their
sibling relationships may react by exhibiting behavioural or emo-
tional problems such as signs of guilt, loss of self esteem, grief,
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sion (Herrick & Piccus, 2005; Tarren-Sweeney & Hazell, 2005). This
knowledge should help public health nurses to find out children’s
placement during assessment. For those that are separated from
siblings, focus of nursing care should be to enhance psychosocial
wellbeing, and if possible, assist the children in tracking other
siblings for connection.
The results from the vulnerability index revealed that most of
the children were experiencing some negative outcomes of vulner-
ability such as frequent illness without access to care, missing
school, poor nutrition/household food insecurity, abuse, psychoso-
cial distress and children participation in labour activities to assist
the economy of the family at the expense of their academic activ-
ities. This submission confirmed previous report in the literature
by Sebastian et al. (2008) who stated that the outcomes of vulner-
ability on people affected may be negative.
In this study, about a third of the respondents had no health
concern. This was higher than what was reported by Tagurum
et al. (2015) in the Northern part of the country where only 6.4%
of their study population had no health constraints at the time of
the study. Of major concern was that 13.5% of the children in the
study were frequently very sick without access to health services.
The lack of access to health services could worsen their already
vulnerable situation as posited by Tagurum et al. (2015).
This study have shown that quite a number of the children had
occasional or frequent unexplained absent from school while very
few verbalize their intention to stop coming to school. This finding
was in line with previous studies reported in Uganda and Malawi
which reported absenteeism among vulnerable children (Bennel,
Hyde, & Swainson, 2002; Watts et al., 2007). Attention need to
be paid to these occasional and frequent absent from schools
because school attendance plays an important role in helping trau-
matized children regain a normal sense and to recover from the
psychosocial impacts of their experiences and disrupted lives
(Ishakawa, Pridmore, Carr-Hill, & Chaimuangdee, 2011). Also,
education is a basic human right for all children as stated in the
Convention on the Rights of the Child (CRC, 2009) and it is vital
for children’s physical, intellectual, emotional and social develop-
ment (International HIV and AIDS Alliance, 2010).
A little over one-third of the children lived in overcrowded
homes while a sizeable proportion lived in dilapidated or poor
shelter. This result is similar to what was reported among orphans
and vulnerable children population in South Africa in a need
assessment study where one of the major problems was found to
be lack of adequate shelter (Bennel et al., 2002). For those with
shelter problem, they could be predisposed to social problems such
as exploitation and abuse as posited by Tagurum et al. (2015).
Availability of shelter for VC should be of priority for them to feel
safe and able to take advantage of other services within the com-
munities (Otolo, Oboka, & Okoth, 2014).
Household food insecurity is another major problem for some of
the school children. This study revealed that 11.4% of the OVC
households have food insecurity. This is not surprising as 35.4%
and 7.9% of the household live between and below poverty line
respectively. And some of the household are without income gen-
erating skills. This situation is similar to that of OVC in Cameroon
where many OVC families needed income-generating activities to
support the children (Behrendit & Mbaye, 2008). The problem of
food insecurity need to be tackled as this could increase the chil-
dren’s risk of developing malnutrition.
This study showed that quite a number of the school children
feel worried and sad, or depressed at different levels while a nota-
ble proportion of the children have suicidal ideation. The findings
were in line with Formson and Fortsythe (2010) submissions that
orphans and vulnerable children can suffer considerable emotional
trauma as a result of their respective family situations rangingfrom loss of one or both parents and the trauma that comes from
living in various abusive circumstances. The need for psychosocial
support of some of the children in this study further reinstate the
emphasis that the Nigeria National Plan of Action (2006) for vul-
nerable children should be placed on mainstreaming psychosocial
support into all programmes that support children. However, the
review of the existing school health programmes shows that psy-
chosocial support is deficient while nurses claimed not to have
adequate knowledge and capacity to identify and support children
that are distressed. This confirmed previous studies that reported
low knowledge and limited capacity among nurses to support vul-
nerable population (Fisher, Frazer, Hasson, & Orkin, 2010; Wilson
et al., 2008; Pryjmachuk, Graham, Haddad, & Tylee, 2012). Mean-
while, previous work by Olowokere and Okanlawon (2013) has
shown that psychosocial support assist in alleviating psychosocial
symptoms and helping children to cope. Neglect of psychosocial
support has long term consequences for children which include
hopelessness, shock, fear, anxiety, anger, depression and low self-
esteem (Atwine, Cantor-Graae, & Banjunirwe, 2005; Gilbor et al.,
2006; Nyamukapa et al., 2008; Olowokere & Okanlawon, 2013).
These could jeopardize their learning abilities and potential suc-
cess in life.
This study shows that prevalence of abuse/exploitation was
12.0% which was a little lower than the one reported by
Tagurum et al. (2015) in the North central. However, it could be
deduced that 48.4% are in need of protection and support either
due to possible risk, or current exposure. This corroborated the
submission of Otolo et al. (2014) that orphans and vulnerable chil-
dren are particularly prone to abuse, exploitation and neglect and
this can increase their risk of physical, social and emotional prob-
lems (IHVAA, 2010). It must be noted that these children require
protection as stipulated in the Convention on the Right of the Child
and thus necessary machinery must be put in place to support
them.
Also the percentage of children who were the sole source of
household income raise a lot of concern although it was lower than
what was reported by Klocker (2011) in Tanzania where 73% of
children who participated in their study have entered into child
labour at the age fifteen. School children involvement in child
labour at this level may result in psychological distress, abuse
and exploitation as posited by Klocker (2011). The absence of
viable income generating activities in some households in this
study can negate the benefits of interventions to improve their
wellbeing as submitted by Formson and Fortsythe (2010). Thus
addressing poverty at household level is a major response that
can help alleviate vulnerability among the school children.
Research evidences have acknowledged that a range of predis-
posing factors can contribute to vulnerability amongst school-age
children (Hall & Elliman, 2003; Steward-Brown, 1998). Factors
found to be associated with increase vulnerability in this study
included age, sex, loss of parents, poverty, family living structure,
child labour, disability, and orphanhood and child residing in child
headed household. Having knowledge of these lists of vulnerability
risk factors can be helpful for public health professionals to deter-
mine whether a child or young person could be vulnerable or in
need of support.
With the level of vulnerability found among these children, it is
imperative that a standardised comprehensive school programme
that include all the elements be put in place to promote optimum
health of the children. One of the roles of the public health nurses
is to assist individual through ‘‘difficult life transitions” or stressful
events (Gitterman, 2001). For example research has shown the
effectiveness of social support provided by nurses and health visi-
tors in promoting positive social and health outcomes among some
vulnerable populations (Shepard, Williams, & Richardson, 2004).
To make a difference in the lives of these children, policy maker
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health nursing programmes are organised and delivered in the
schools.
This paper supported Pritchard and de-verteuil (2007) submis-
sion that there is need for an innovative and uncharted approach to
decrease and eliminate health disparities among vulnerable popu-
lation. To do this effectively, a politically motivated advocacy
should be a core component of public health nursing to influence
health policy relating to school health programme. For example,
nurses and other public health professionals could become
engaged with government and schools to tackle vulnerability
among the children. Based on their knowledge of these children,
they need to provide information to policy decision makers on
how best to address their needs and design innovative pro-
grammes that can promote optimum physical and psychosocial
health of the children.
In summary, it is widely recognised that there are different
levels or degrees of vulnerability as corroborated by this study.
Early assessment of a child or young person’s vulnerability is
essential to provide a foundation for building programmes of
appropriate design and scope (Biemba et al., 2009; HM
Government, 2006).
4.1. Implications for public health nursing
Previous submission have confirmed that children need various
types of support ranging from those things necessary for survival
such as food, and health care, to those interventions that will pro-
vide better quality of life in the future such as education, psychoso-
cial support and economic self-sufficiency (Stofer, Bollinger,
Walker, & Monasch, 2007). Public health nurses are well positioned
to provide leadership to initiate support to address the various
needs of school children. Also, they are in the right position to reg-
ularly provide feedback to policy decision makers on how best
these children could be helped. Public health nurses may also need
to diversify their approaches in term of sourcing for support for the
children by leveraging supports from the fragmented resources
within the community to meet the children’s needs.
Also, the focus of nursing intervention for this population
should be directed at developing their capabilities to ‘‘take charge”
of their own lives and make healthy choices that promote their
physical and psychosocial health as posited by Allender, Rector &
Werner (2010, chapter 25). Public health nurses will also need to
ensure that vulnerable children are empowered to develop ability
to reframe situation in a positive way and make better choices that
can promote their health. This could be achieved by developing a
trusting relationship with the children and implementing inter-
ventions that could help in building their resilience.
Most of the problems identified in this study are not what could
be handled by nurses alone. For example, issues relating to shelter,
education, economic support of households etc. It is therefore
important for nurses to develop advocacy skills to assist them
leverage resources from within and outside the communities to
meet the needs of the children.
4.2. Recommendations to improve comprehensive school health
programmes
Based on the aforementioned gaps, the following recommenda-
tions are made:
 Training of public health nurses to ensure that skills are con-
stantly improved and updated for them to provide more com-
prehensive health care and support to the school community.
 Employ more public health nurses to meet the health care
demands of the school community. Nurses and other health professionals should invest in empow-
ering teachers who are always with the children to provide
some minimum support and care.
 Public health nurses should implement programmes that will
help children to be psychosocially healthy.
 Public health nurses and other public health professionals
should develop an operational framework for effective school
health programme. The operational framework for effective
school health responses developed by the authors in consulta-
tion with the nurses is described in Fig. 2. This could be adopted
or modified by public health professionals to suit their settings.
 Early vulnerability assessment to ensure that children that need
help are promptly supported.
 Nurses should take note of the various factors linked with
vulnerability to ensure that such children linked with these
factors are identified early for primary prevention.
 Nurses should advocate for poverty alleviation programme with
relevant stakeholders for children and their families because
this study and previous studies have confirmed poverty as a
major vulnerability factor.
5. Limitations
There was paucity of information on vulnerability among school
children in Nigeria thus limiting empirical references to other
countries. The study may not be generalised to all school children
most especially those in the private schools. Therefore, interpreta-
tion of data should be done with cautions.
6. Conclusions
Despite government efforts at responding to the health of vul-
nerable children, there is still a yawning gap in service delivery
as it relates to meeting the comprehensive health needs of vulner-
able children in the school setting. It is important that all relevant
stakeholders most especially public health nurses and the govern-
ment re-strategize to better structure the school health pro-
grammes to provide relieve and succor to the mass of school
children in need of care and support. The framework presented
in this paper could be helpful for further discussion and improve-
ment of school health programme for vulnerable children.
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